SUMMARY Postperinatal mortality rates have shown two phases of decline since 1947 which are traditionally ascribed to social and medical improvements. These factors cannot, however, explain the arrest of decline during the 1960s. There appears to be a biological effect on child mortality rates, manifesting as a generation effect. This is due partly to continuing changes in the structure ofthe child population, itself a consequence of social and biological changes among the parent generation when they were children. In this study national and selected urban postperinatal deaths have been divided into two categories: "probably inevitable" and "possibly preventable". The continuing prevalence of "possibly preventable" deaths gives cause for concern. If the number of these deaths is to be further reduced, reconsideration and redeployment of community child health staff may be necessary.
At the beginning of this century one in five children in this country died before their first birthday. Four fifths of these deaths occurred during the postperinatal period and the majority were from preventable diseases. Today the infant mortality rate is about 1% of live births and the most important causes of death now are the consequence of premature birth, death occurring in the first week of life.' Postperinatal mortality rates (PPMR) declined exponentially during the first half of this century, correlating with the reduction in the number of deaths from infectious diseases. There was very little change in this mortality rate throughout the 1960s, and then a further fall about 1972.2 The reasons for the 1960s plateau and the subsequent decline are poorly understood.
We therefore examined the changing pattern of national and selected urban PPMR, seeking underlying mechanisms for the decline in the number of deaths from potentially preventable causes.
Materials and methods
Birth rates and details of postperinatal (1 During the 1960s plateau of ppPPMR, the major cause of death was variously described as bronchitis, tracheobronchitis, or bronchiolitis. Epidemics occurred each winter when children's medical wards filled quickly and many were refused admission or admitted late. Some died. These deaths were not associated with bacterial superinfection (possibly because of widely prescribed antibiotics) but were due to mucus obstruction of the respiratory tract or acute hypoxic failure. The falling birth rate not only reduced the numbers at risk and the cross infection rate but also meant that those requiring admission could be R Sunderland, A Gardner, and R R Gordon treated early. Epidemics still occur but few infants now die.
Baird showed that steady biological improvements in Aberdeen children (as measured by standardised height and weight) correlated with improvements in the health of their offspring.6 The close synchrony between variations in English urban mortality and birth rates observed in this study could indicate associations in mortality risk between birth populations separated by space and time. Both are linked by changes in the structure of the child population. After the first world war there was a temporary increase in the birth rate. These "extra" babies became parents in the late 1930s, merging with the baby boom of the second world war, who in turn became parents in the 1960s. These 1960s babies will be of childbearing age in the 1980s and, liberal contraceptive policies notwithstanding, an increase in birth rate might be expected. The lower social classes are disproportionately represented in these populations, live predominantly in inner cities, and have poorer housing, more overcrowding, less family regulation, higher infection rates, and higher mortality rates. Temporal associations need not necessarily imply a causal link. However, this could explain the puzzling features of the PPMR trend and, if correct, suggests a "generation effect" which may be influencing mortality rates.
Some of the reduction in Sheffield ppPPMR in the early 1970s has been attributed to the directed use of health visitors to families at statistically increased risk of cot death.7 It has sometimes been assumed that this decline was from a consistently high rate. The earlier SIDS rate discovered by this study must change that perspective and alter the emphasis of health visiting work. There are, however, gross national discrepancies in the levels of care offered to children, and it appears that some are responding to demands rather than needs. 
